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The lived experience of physicians:  
A call for research
Psychosocial research
While on the one hand we are witnessing the imple-
mentation of standardized care, the increasing influ-
ence of economic rationality and measurement of 
efficacy in health care systems, the promotion of 
evidence-based medicine (EBM) and the scientifi-
cation/technologization of the art of medicine, a 
new paradigm has on the other hand emerged. In 
this paradigm, the patient is placed in the “centre” 
(patient-centredness) and should be approached as 
a whole person through practicing compassionate 
and empathic medical care, and sharing power and 
responsibility1. What we tend to forget in this story, 
however, is that the physician is also involved as a 
whole person, subjected to his “inner” (psychic) and 
“outer world” (context), and is thus an essential 
part of the provided care. 
There is evidence that physicians working in differ-
ent settings worldwide experience crises (e. g. of 
meaning, values or identity) and suffer (e. g. from 
anxiety, depression or drug dependency and alco-
holism) 2, 3. For example, a 2008 article reported a 
“catastrophic collapse of morale” among hospital 
physicians in Japan; according to the authors, physi-
cians’ loss of morale has various but not unrelated 
possible causes including budget constraints, short-
age of physicians, long working hours, hostile me-
dias, increasing lawsuits or violence by patients 4. 
When examining these causes, which are definitely 
not limited to Japanese society and culture, they 
seem to be also linked to changes in the rights and 
duties of both physicians and patients. The fact that 
the satisfaction of patients and their relatives ap-
pears to be of ever-increasing importance for hospi-
tal managers in the United States and most Euro-
pean countries and that hospital “users” are now 
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lies’ coping with death. These oncologists, who 
adopted a broad view of their role, did not consider 
progression of the disease as a personal failure, and 
they perceived the provision of end-of-life care as 
very satisfying. On the other hand, oncologists who 
adopted primarily a biomedical role reported having 
a more distant relationship with patients and fami-
lies, a sense of failure in not being able to alter the 
course of the disease, and an absence of collegial 
support. They did not feel that they could influ - 
ence patients’ coping and acceptance of death, and 
they made few recommendations about end-of-life 
treatment options in encounters with patients and 
families.
Physicians’ defence and communication strategies
Like all physicians, oncologists are subjected to 
various influences – from their “inner” and “outer 
world” – that shape them and their lived experience 
accordingly. With regard to the “inner world”, only 
a few studies have investigated the psychological 
challenges that physicians face10: What we observe 
is that topics like the limits of medical power and 
the transition from curative to palliative care are dif -
ficult challenges to handle for oncologists, as are 
also patients’ emotions, such as sadness, anxiety 
and anger, or their imagined or real expectations. 
Depending on the oncologist’s psychological struc-
ture – is he for example a very conscious or even 
anxious person – these challenges might mobilize 
so-called defence mechanisms, as those observed in 
cancer patients facing a life-threatening situation, 
such as denial (parts of the reality are filtered out) or 
rationalization (emotional aspects of the situation 
are not perceived). Defence mechanisms may pro-
tect the physician from immediate psychological 
suffering, but they might also hamper his perception 
of the patient’s needs and in the long run increase 
feelings of isolation and burnout 11. In addition, de-
fence mechanisms are an indicator of the level of 
invited to voice their potential complaints about 
medical care in dedicated places reflect these 
changes 5, 6. To put it differently, the health care con-
text has evolved and the physician, being part of 
this evolution, also deserves specific attention, be it 
from a scientific, clinical or health care policy per-
spective.
Thinking about physicianhood
As Mc Namara and Boudreau remind us, there is an 
important distinction between a “person” and a 
“patient”, the patient being defined as “a person 
who suffers from an injury or disease; a sick person”, 
and the state of “patienthood” resides within a 
whole person 7. From the same perspective, “physi-
cianhood” should refer to the healer, to the expert, 
as well as to the person. The following example from 
the oncology setting illustrates the complexity of the 
state of physicianhood in caregiving. In a qualitative 
study of oncologists’ approaches to end-of-life care, 
Vicki et al. distinguished between two different 
“kinds” of oncologists based on descriptions of the 
most recent death of one of their inpatients 8, 9. On 
the one hand, oncologists who viewed their role as 
encompassing both biomedical and psychosocial as-
pects of cancer care described a clear method of 
communication about end-of-life care and reported 
an ability to positively influence patients’ and fami-
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stress a physician is subjected to. In a study, finan-
cially supported by Oncosuisse, we discovered that 
during an interview with a simulated patient in a 
palliative situation, on average one defence mecha-
nism per minute is triggered 12. In a subsequent study 
with real patients, we now intend to investigate 
what kind of communication strategies oncologists 
use in these situations and how patients perceive 
these strategies 13–15. Despite the fact that the physi-
cian’s “inner world” has important consequences for 
him, the patient and the health care (including deci-
sion-making processes), research addressing the 
physician himself is rare; for example, prior to the 
above-mentioned investigation, the study of de-
fence mechanisms was restricted to patients, even in 
research on psychotherapy, where there is a height-
ened awareness of interpersonal processes. In other 
words, the physician as a subject and object of 
scientific interest is a very stimulating, clinically 
relevant, and barely investigated field of research.
Context and dominant discourses
With regard to the “outer world” of physicians, a 
similar observation can be made: The physician’s 
context is widely neglected in research. There have 
been some studies on the socialization processes 
and the “hidden curriculum” that both impact stu-
dents’ development during medical education 16–18; 
but many contextual factors remain uninvestigated, 
such as the various and often conflicting con-
straints – the pressure to produce cost-effectiveness 
and the demand for empathic communication, the 
standardization of care and the call for patient- 
centredness, etc. – or the dominant discourses physi-
cians are subjected to. Contextual factors related to 
the medical apparatus as well as the societal domi-
nant discourses on medicine, disease, physicians, 
and patients shape collective beliefs and, ultimately, 
influence the practice of medicine. For example, the 
evolving representation of the cancer patient, now-
adays encouraged to be a triumphant “survivor”19, 
or the competing types of cancer with regard to 
visibility, illustrated by the prominence and domi-
nance of breast cancer in the popular and biomedi-
cal imaginary which has led to the “breast-cancer-
ization” of cancer survivorship 20, have an impact on 
what patients experience and how they are encoun-
tered by physicians. Such representations might not 
only shape the perceptions of types of cancer and 
divide them into “good cancers” and “bad cancers” 
but also surpass them and segregate “good patients” 
from “bad patients”21; good ones being for example 
the pure and innocent patient with breast cancer – a 
figure who is also attractive with regard to fundrais-
ing – and bad ones being an ashamed and silenced 
patient with a seemingly self-inflicted cancer of the 
oral cavity due to alcohol and tobacco abuse.
A call for physician-centred research
Again, whereas social representations of disease 
and aspects of care have been studied in patients 
and healthy populations, the physicians’ represen-
tations remain neglected, even though they are an 
important part of this interwoven tissue of collec-
tive beliefs, experiences, and behaviours. We have 
noticed that when physicians are invited to express 
themselves on issues of end-of-life care, which is an 
especially sensitive topic exposed to dominant dis-
courses and rhetoric on death and dying, they do 
not spontaneously report contextual factors 22, 23. 
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Are these factors perceived but remain unvoiced, or 
are they scotomized? What we know is that there is 
a lack of attention to the contextual content of phy-
sicians’ representations and to the various determi-
nants of their experiences and behaviours, which is 
maintained by the researchers and the physicians. 
We therefore believe that medicine, and especially 
oncology, which is at a crossroad of societal repre-
sentations with regard to the threat of disease19, 20, 
should benefit from critical research – especially by 
the social sciences – investigating the “inner” and 
“outer world” of the physician. Such “physician-
centred” research could produce most valuable in-
formation for patients, physicians, the health care 
systems and society as a whole.
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